INTRODUCTION
For a woman with suspected endometriosis and infertility there are only three options for becoming pregnant:
try expectantly

have in vitro fertilisation (IVF) (the most widespread and effi-
cient assisted reproductive technology) 3. have surgery and then proceed with either option 1 or 2 above.
It is estimated that 30-50% of women with endometriosis may have difficulty becoming pregnant, 1 so how do women choose and which option(s) should they be directed to? Like so many areas of gynaecology, it is not a clear-cut answer and with no head-to-head study of surgery versus IVF for endometriosis-associated infertility, yet IVF is often recommended as the only pathway for women with endometriosis and infertility -and for a variety of factors.
The first factor that should be examined is that expectant management for pregnancy is the optimal method since it is the safest, least invasive and cheapest of all of the options and detailed, direct and repeated counselling around timed intercourse is essential. However, time, vocational and social pressures often lead to this first simple step being overlooked as the primary method for dealing with infertility.
Despite the long-term association of endometriosis and infertility, we still remain unclear as to exactly how the former leads to the 
SURGERY, ENDOMETRIOSIS AND INFERTILITY
Surgical excision of endometriosis is a good choice for women with endometriosis-associated pain as this has been demonstrated in placebo-controlled trials. 3, 4 It is also a reasonable choice for many women with infertility and no pain, since it avoids repeated hormonal exposures and may allow for more than one pregnancy at substantially lower cost. Since the majority of women with endometriosis will also have pain symptoms, the treatment by surgery may have dual effects of decreasing pain and enhancing fertility.
While the Marcoux study examined only early-stage disease, there are a number of other studies that have assessed higher-grade disease and also identified very reasonable outcomes. From our group, only women with stages III-IV disease were evaluated after surgery for their disease with 72% of women wanting a pregnancy becoming pregnant and 56% of women having a live birth. 5 The median time to pregnancy was 12 months (95% CI 7-17 months), with 63% achieved by expectant management post-operatively and 37% with assistance. In the most recent paper from our unit,
we examined the use of the Endometriosis Fertility Index (EFI) only in stages III-IV disease, 6 where there was a 63% live birth rate in an infertile population having surgery for endometriosis and 64% of these women spontaneously conceived. Perhaps the most important aspect of this study was that it tracked pregnancy to five years and showed that for women with an EFI score 9-10 that at one year, expectant management led to a live birth in 46% of women, 58% at two years and 91% at five years, with IVF only increasing this to 95% at five years. For EFI of 7-8, expectant management led to a live birth at one year of 40% (43% when IVF was added) and at five years this was 63% for expectant management and 81%
when IVF was added. Finally for very poor scores (EFI = 1-2), no woman had a live birth with expectant management over the fiveyear follow-up and even with IVF, only 39% of women had a live birth at five years -in fact all occurred in the first two years only.
This study serves a number of important functions. First, it
shows that for severe disease, there is a good prediction for live birth based on the EFI. Second, it negates the long-held belief that pregnancy is only likely in the first 12 months after surgery, and in fact this study clearly shows that there is a benefit in ongoing expectant management with higher EFI scores (usually correlating to less severe tube and ovary damage). Of course with low EFI scores where there is substantial tubal and or ovarian damage, it is perhaps not surprising that IVF is superior and indeed the prediction of outcome is highly desirable for women. 7 But so is the fact that in 2/3 cases, they may avoid IVF (if they want) to with surgery.
DEEPLY INVASIVE ENDOMETRIOSIS, BOWEL RESECTION AND FERTILITY
Ours are certainly not the only data to reflect these outcomes. A cumulative pregnancy rates following surgery were 60% with a median of 19 months follow-up, 9 although it was reported in an extended analysis from the same group that pregnancy after expectant management only occurred in the laparoscopy group. 10 In the most recent series of 111 women having bowel resection for deeply invasive disease, 73% of women were pregnant at 12 months of follow-up with the majority after expectant management. 11 Similar data are reported from other centres [12] [13] [14] where deep disease involving bowel resection has resulted in expectant pregnancies following surgery, with substantial improvement in pain and bowel function in addition. As with any surgical procedures, these surgeries should only be undertaken by experts and the risk of complication is not insubstantial and must be a shared decision with the woman noting risks and benefits.
ENDOMETRIOMAS AND INFERTILITY
Perhaps one of the most controversial areas in endometriosisassociated infertility is the presence of ovarian endometriomas. and ongoing pregnancy. In this situation, it is likely that surgery will only get one go at improving the situation and that first procedure must be the best. Contemporary guidelines 16 as well as
RCTs 17, 18 demonstrate that microsurgical stripping of endometrioma walls and ablation of disease offer the optimal cytoreduction with lowest risk of recurrence.
